Case report
The patient, a 59-year-old man, first presented to another hospital with a short history of voiding difficulty culminating in acute retention of urine. Investigation at that time revealed a mass in the pelvis arising above the prostate. Examination under anaesthesia and transrectal biopsy showed the mass to be comprised of seminal vesicle tissue. The patient declined surgical removal at this stage but managed to void normally after removal of his urethral catheter. Three years later this time in Cambridge, he again presented in acute retention. Following urethral catheterization, a large mass in the pelvis was found on rectal examination. An intravenous urogram showed this pelvic mass displacing the bladder base to the left. Cystoscopy was carried out under general anaesthesia which confirmed an extrinsic mass indenting the right side of the bladder. Transrectal biopsy of the mass showed seminal vesicle with normal epithelium. The connective tissue contained large amounts of smooth muscle and was oedematous, but there was no evidence of malignancy. An abdominal CT scan at this stage ( Figure 1 ) confirmed a 120 mm cystic mass arising from the right seminal vesicle.
Two weeks later, laparotomy was performed with a view to removing the mass. At operation, there was a 120 mm diameter tumour arising from the right seminal vesicle which appeared to be cystic. During the dissection, the mass ruptured releasing a clear seminal vesicle which appeared to be cystic. During the dissection, the mass ruptured releasing a clear gelatinous fluid into the peritoneal cavity. Subsequent piecemeal removal ofthe mass continued, leaving only a small amount of seminal vesicle on the right side. Histology of the excised specimen showed a multilocular cyst (cystadenoma) of the seminal vesicle which was felt to be a true primary tumour rather than a developmental or retention cyst. The tumour contained compact glandular structures but there was no evidence of malignancy. It was suggested that the histological appearances were analogous to those seen in pseudomucinous cystadenoma ofthe ovary and that the seminal vesicle tumour may show a similar propensity to pseudomyxoma peritonei.
His subsequent recovery was marked by the drainage of large quantities of serosanguineous fluid from the peritoneal (pelvic) drain. In the first 24 h after surgery, 1.5 litres of fluid drained from the abdominal cavity. The amount of drainage gradually increased with each day, culminating in 8 litres draining on the 7th postoperative day. In the 7 days after surgery, a total of 30.2 litres of fluid were drained from the peritoneal cavity.
Although no cytological examination was made of the fluid, measurement of its electrolyte, urea and protein content suggested that it was a protein-rich peritoneal transudate. A presumptive diagnosis of pseudomyxoma peritonei was made and bleomycin (60 mg) was instilled into the peritoneal cavity through the existing drain. The drain was clamped for 12 h after the instillation and then removed on the 8th postoperative day. There was no subsequent reaccumulation of fluid in the abdomen, further recovery was uneventful and the patient was discharged home on the 12th postoperative day.
Three years postoperatively, the patient remained symptom-free but an abdominal CT scan has revealed a 60 mm diameter recurrent tumour in the right seminal vesicle (Figure 2 ).
Discussion
Tumours of the seminal vesicle are rare. Malignant tumours have been reported",2 and usually present with pain, haemospermia, local infection or bladder outflow obstruction. They are often associated with distant metastatic disease at presentation3 and the mortality from these tumours is very high. It is often difficult to distinguish between tumours arising from the seminal vesicle and those arising from the prostate or other tissue elements in the retrovesical space.
The same situation applies to benign tumours in the region of the seminal vesicle. It is widely held that most benign tumours arise either as a result of inflammation in the seminal vesicles or from embryological remnants of mullerian duct origin2 4'5. Most of these developmental anomalies communicate either with the urethra or with the ejaculatory system4'6 and the diagnosis may be confirmed either by urethrography or by seminal vesiculography.
True primary tumours ofthe seminal vesicle rarely have been reported although the first case was probably recognized in 18947. More recent reports8 have suggested that even cystadenomas may arise in remnants of the mullerian duct system. However, the clinical features of such lesions have been welldescribed. They usually present with voidingdifficulty and are found between the bladder and rectum, often adhering to the perineum, pelvic floor or bladder base. They may produce hydro-ureter and hydronephrosis and are usually multilocular, containing anything up to 5 litres of gelatinous fluid. In contrast to malignant tumours, they present at any age and rarely produce haemospermia.
With so few cases of benign tumours reported, recommendations for treatment are scanty. Although such simple surgical measures seem attractive, most authors suggest that marsupialization and aspiration of the tumours have no place because the lesions are normally multilocular8. The best form of treatment seems to be abdominal or perineal resection of the tumour and the involved seminal vesicle, leaving if possible, one of the vesicles in place6.
In the case reported here, resection of the entire seminal vesicle was not performed, primarily because of operative difficulties. As a result, there has been a recurrence of the tumour which is, at present, asymptomatic. No reports exist of intraperitoneal rupture of such tumours resulting in pseudomyxoma peritonei and this complication may seriously jeopardize any further planned abdominal excision of recurrent tumour.
